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The purpose of the study was to explore the expectations of women relating to their labor and delivery
needs at the 37th Military Hospital, in Ghana. Using a generic or non-categorical qualitative research
design women who delivered at the 37th Military Hospital were interviewed. Data was collected by using
semi-structured individual interviews. Emerging themes from the data were: the importance of
environmental serenity in childbirth, the need to conﬁrm true labor, being in control during labor, the
importance of midwives, and childbirth as a sacred and euphoric journey. The ﬁndings revealed that
not only were the environment serene and devoid of noise but the nurse-midwives were friendly and
supportive for the women and were competent in diagnosing the progression of labor. The competencies
and attributes that the nurse-midwives possessed at this hospital offered the women with an element of
ownership regarding their laboring processes.
 2014 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
Birth experiences are very individual and have personal
meaning for women. Memories of giving birth are remembered a
lifetime. Recollections of speciﬁc happenings might fade but others
might be remembered for ever. Universal themes such as pain con-
trol and interaction with the caregiver are often remembered
intensely and are associated with satisfaction that women have
with their birth experience. Equally, if these themes are neglected
and not attended to, negative feelings can stay with women over
time that might inﬂuence their attitude toward future pregnancies
(Murray, Windsor, & Parker, 2010). Little research is available on
the birth experiences of women in Africa. This study explored
the birth experiences of women in Ghana and particular the place
of delivery. The study was conducted at the 37th Military Hospital
in Accra, Ghana.2. Background
The 37th Military Hospital was established by the British
Empire in Accra, Ghana during the World War II as a casualty
clearing station for medical needs of soldiers. The hospitaloriginally had 29 wards. The obstetrics and gynecology unit with
a 50 bed capacity was used by the female soldiers and soldiers’
wives until recently around early 2000 when the hospital was
opened to civilians. Currently, the 37th Military hospital has Out
Patient, Family Planning and Maternity Departments, and ante-
and postnatal, inpatient and outpatient clinics. It serves as the Gov-
ernment Emergency Response Health facility and as a United
Nations Level IV Medical facility in the West Africa sub-region that
provides health care to United Nations soldiers and civilian
workers.
Given this history and background, the hospital is now attract-
ing all categories of patients including civilian birthing women. An
evaluation of hospital records indicated that patients chose to
attend the 37th Military Hospital for health services even when
there was a clinic or hospital closer to where they lived. A need
to understand what inﬂuenced civilian patients’ choice of health
care setting and most importantly their experiences of birthing
at the 37th Military Hospital. The purpose of this study was to
explore the experiences of women birthing at the 37th Military
Hospital in Accra, Ghana. Childbirth is a life changing event and
is inﬂuenced by the physiological and cultural orientation of the
expecting mother (Nilsson & Lundgren, 2007). Ambivalent feelings
in childbirth are often due to the fear of the unknown of labor and
delivery and previous birth experiences. Fear during childbirth is
caused by the medicalized care model of childbirth that exists in
today’s health sectors and often increases the level of anxiety
and vulnerability in laboring and birthing mothers (Campero
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care model perpetuates a lack of social support and trust in health
care staff that can give rise to negative childbirth experiences
(Nilsson & Lundgren, 2007).
A literature search for available knowledge pertinent to experi-
ences of women in labor in Africa was performed using the follow-
ing databases: CINAHL, Medline, Academic Search Elite, and Health
Policy Reference. The search words used were: experiences, labor
and delivery and Africa. The results of this search yielded articles
that focused the perceptions and experiences of women during
labor and delivery (D’Ambruoso, Abbey, & Hussein, 2005; Du
Plesssis, 2005; Roux & Van Rensburg, 2011). Smith et al. (2002)
study described the role of the traditional birth attendants in
Ghana. Women in this study that have experienced difﬁculties in
a previous pregnancy may choose a higher order birth attendant
during subsequent pregnancies. In addition, ethnographic work
by Wilkinson and Callister (2010) provided the voices of African
women in childbirth especially in Ghana. Themes from this study
related to motherhood, accessing health care, using bio- and
ethno-medicine, spirituality as a cure; viewing childbirth as a dan-
gerous passage; experiencing the pain of childbirth, and fearing the
inﬂuence of witchcraft on birth outcomes. The research of Ibach,
Dyer, Fawcus, and Dyer (2007) was applicable even though the
focus was on the expectations of ﬁrst time mothers in the public
health sector. This study was conducted in South Africa at a Mid-
wifery Obstetric Unit. The themes explored included previous
painful experiences, knowledge of labor, expectations of and atti-
tudes towards labor pain, and knowledge of biomedical analgesia.
The current study investigated the experiences of women in labor
in a military health care facility and according to our knowledge
this was the ﬁrst study in the Africa context that was conducted
at a Military Hospital.
The purpose of the study was to explore the birth experiences of
women who delivered at the 37th Military Hospital. For the pur-
pose of this study we deﬁne experiences as a combination of
personal observing, encountering, or undergoing something. It
can be a combination of interrelated factors with past and current
experiences with a speciﬁc context. In this case, what were the
experiences of the birthing women at the 37th Military hospital
when compared with their previous labor and delivery experiences
at home or in other health care settings? The ﬁndings from this
study will inform our understanding of the role of the environmen-
tal context, and what women needs are for supportive care related
to emotional support, comfort measures, information and advo-
cacy. These in turn may enhance the normal labor process and
the women’s sense of control and competence (Hodnett, Gates,
Hofmeyr, Sakala, & Weston, 2003).3. Methods
3.1. Theoretical framework
Rubin’s framework guided the research study and underpins
the importance of mother’s experience, childbirth and maternity
identity formation. Rubin’s framework explains the birthing
mother’s socio-emotional setting, directing the support needed to
improve birth outcomes and enhance the mothers’ self-esteem
and identity as a mother. ‘‘Rubin also afﬁrmed or implied a great
deal about the need for nurses to provide supportive care to
women in labor’’ (Sleutel, 2003).3.2. Design and recruitment
This was an exploratory study that used a generic or non-
categorical qualitative research design in exploring the experiencesof women delivered at 37th Military Hospital. The intent was to
explore the experiences of the women who delivered their babies
at the 37th Military Hospital in Ghana. This was of importance as
the need was to have an in-depth understanding of what they
experienced when they were delivering their babies at this partic-
ular hospital which was formerly a military hospital.
Recruitment commenced with the support of the Commanding
ofﬁcer and the unit manager after ethics approval was obtained by
the Nogushi Research Institute of University of Ghana and that of
Ghana Health Service. A purposive sampling method was used to
recruit participants. The eligibility criteria included that partici-
pants must have had a previous delivery either at home or in
another hospital. Furthermore, they had to be civilians and natives
of Ghana and given birth via a normal vaginal delivery within in
the past 48 hours at the 37th Military Hospital. Participants had
to be ﬂuent in one of the local dialectics (Ga or Twi) or English.
Women had to reside within Accra Metropolis for subsequent
interactions. Initial contact with potential participants was done
by nurse-midwives who provided a general introduction to the
study; if potential participants was interested their names were
forwarded to the researchers.
3.3. Data generation and analysis
Data were collected by using semi-structured individual
interviews. The interviews were conducted on the day following
delivery in order to give the participants opportunity to recuperate.
The initial interviews were conducted in a staff member’s ofﬁce to
ensure privacy. The second interviews were conducted in the par-
ticipants’ homes. Three participants were interviewed a second
time to conﬁrm and clarify emerging themes. All interviews
spanned between 35 and 60 min. Data analysis occurred concur-
rently with data generation. The audio recordings were transcribed
verbatim. The analysis was guided by the Rubin’s framework. The-
matic analysis and deductive reasoning guided the data analysis.
The transcripts were read, reread until the patterns and meaning
units (words or phrases) emerged. This process was of value in
describing the experiences of women birthing at the 37th Military
Hospital.
3.4. Ethical considerations
Ethics approval was obtained from the Noguchi Institute for
Scientiﬁc Research at the University of Ghana. All participants were
assured of anonymity and conﬁdentiality and were assigned
pseudonyms to protect their identity. Participants gave written
informed consent before they were interviewed. Each participant
was made aware that she can withdraw from the study at any time
or refuse to answer any questions that made her feel
uncomfortable.
3.5. Rigor
Strategies to ensure rigor for this study included credibility, ﬁt-
tingness, audibility, and conﬁrmability (Polit & Hungler, 1999).
Credibility was ensured by recording of participants’ responses
during interviews and through verbatim transcription of all the
audio recordings. The use of exact quotes from the participants’
responses in supporting the themes was also used in ensuring
credibility. After two weeks of interviews the researcher invited
three participants to review the research interpretations
(Kushner, 2005). This was done by replaying the recordings to
participants and asking their opinions on the emerging themes
(Polit & Hungler, 1999). Additionally, peer debrieﬁng meetings
were held, formally and informally, with other students and faculty
members. The importance of these meetings was to share
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experience in the phenomenon under study (Lincoln & Guba,
1985).
In order to ensure ﬁttingness as described as the everyday real-
ity of the sampled participants, the researcher gave a detailed
description of their characteristics and the study context
(LoBiondo-Wood & Haber, 2006). This allowed other disciplines
to evaluate the applicability of this work in their practice
(LoBiondo-Wood & Haber, 2006). In order to guarantee audibility
and conﬁrmability, audit trails were conducted by supervisors
and colleagues who were not associated with the study by reading
the transcripts, diary, reﬂective journals, ﬁeld notes and the ﬁnal
draft of the report (Polit & Hungler, 1999).
4. Findings
Nine women were recruited post-delivery in the postnatal
ward. All participants were married and from different back-
grounds, age groups, ethnicity, religion, education and occupation.
Their age group ranged between 23 and 34 years and their
educational backgrounds were grades 7–12 with some who had
polytechnic college education. Though all of these women were
natives of Ghana they came originally from the eight regions in
the country; they resided in Accra during their pregnancy, delivery
and postpartum period. Five (n = 5) of the participants declared
themselves as Christians while the rest (n = 4) were of Muslim
faith. The participants had a variety of occupations that included
hairdressers, restaurant operators, seamstresses, farmers and
secretaries. All the women (n = 9) attended antenatal care classes
during the current and previous pregnancies in health facilities clo-
ser to their homes. The women previously had normal vaginal
deliveries at other hospitals, clinics or at home and were attended
by a trained midwife or traditional birth attendant (TBA). Emerging
themes from the interviews were: the hospital as a competent site
in childbirth, the nurse midwife as a different and ﬁne nurse, the
need for afﬁrmation information to conﬁrm true labor, the essence
of being in control during labor and delivery, the how labor and
childbirth intensiﬁed spirituality.
4.1. The hospital as the competent site in childbirth
Women in this study described the importance of tranquility
and cleanliness of the environment during both labor and delivery.
It was not by accident that the participants in this study were
drawn by the same serenity within 37th Military hospital. Ama
said:
‘‘The outside is serene, green and nice and the rooms are in
[good condition] with enough equipment to take all of us.’’
Aku added
‘‘The room was neat and it did not have any bad smell. I could
see everything [in that room] so this took away all my fears.’’
A serene environment allows a laboring woman to be herself,
calm her fears of the unknown and follow what her body wants
throughout the process of labor and delivery. Not only was the
physical environment of 37 Military conducive, but it was also
considered to be a competent site that has personnel who are
knowledgeable of what they were doing.
Though childbirth in Africa is not considered to be an inﬁrmity,
it is a journey that demands understanding and the need for a
sense of security (Halldorsdottir & Karlsdottir, 1996). Best practices
in midwifery have attested that too much interference with this
natural process is detrimental to women’s health (Cowie, 1998).
Burns (Burns, 2010) in her book Birth Mandala: The Power ofVisioning for Childbirth clearly articulates the concept of nature’s
way and serenity of the environment during labor and delivery.
Burns (Burns, 2010) personally pointed out how the body does
not need any interference to do what it is meant to do and draw
attention to the role of the environment to support the natural
birthing process.
4.2. The nurse midwife as different and ﬁne nurse
Midwifery is a unique nursing practice. Quality midwifery prac-
tice contributes to decrease maternal and infant morbidity and
mortality rates and is an outcome measurement of healthcare
delivery (Powell Kennedy, Shannon, Chuahorm, & Kravetz, 2004).
The participants in this study echoed the unique characters of mid-
wives who were in their attendance during labor and delivery.
Adjoa reﬂected
‘‘I met one madam in the ﬁrst room [admission room] where I
was admitted. She waited for me patiently and asked what
brought me to the hospital. She was really astonishing and
she said that the nurses here nurses are different and ﬁne.’’
Esi conﬁrmed by saying
‘‘Everybody [implying the nurses in that unit] who came around
encouraged me. . .some massaged my back and also [showed]
patience with me. Oh God! these nurses!! I had the right people
to support me.’’
Two other participants added
‘‘When one comes here, the reception is different and it is good.
The nurses treat you [so well] and make you feel at home.’’
[Anda]
‘‘I knew I was coming to the right experts . . .’’
[Abena]
The women concurred that the reception and the comfort care
that they receive at the 37th Military Hospital was good. Addition-
ally, they highlighted the competent ways that were available to
afﬁrm that they were at the initial phase of labor.
4.3. The need to afﬁrm and conﬁrm true labor: ‘‘I will believe it when I
am informed’’
All the participants reported to the hospital or went to a health
professional to verify and conﬁrm that they were in labor. Hereun-
der are some of the assertions that the women indicated while
seeking afﬁrmation and conﬁrmation knowledge of true labor.
Ekua stated
‘‘I felt some lower abdominal pains that were similar to
menstrual pains. I did not associate the [pains] with labor pains.
I went to my sister-in- law who accompanied me to the
polyclinic for the midwife to assess me and see if I was in true
labor.’’
Anda added
‘‘In fact, I did not know that I was in labor, but when the
contractions became strong; I decided to come to the hospital
to check whether it was true labor.’’
All the participants in this study were at term when they
delivered and have likely been experiencing Braxton Hicks contrac-
tions during their pregnancies. They needed conﬁrming informa-
tion about the progress or stance of laboring in order to be
prepared and have control of their labor progression and delivery.
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helpful to prepare emotionally and envisage the best possible birth
(Burns, 2010).
4.4. Being in control during labor and delivery: ‘Just be on my side and
I will take charge’
Most women fear the loss of control during labor and child
birth, especially in medically dominated maternity services
(Stevens, Dahlen, Peters, & Jackson, 2010). Regardless of this fact
there is consensus in the literature that only woman can deliver
the babies not midwives (Steinmetz, 2012), however positive
coaching during the antenatal period, labor and delivery is of the
utmost importance. Positive coaching enhances positive emotions
which help the birthing mother to be creative, ﬂexible, and efﬁ-
cient in the birth process and be prepared for possible complica-
tion related to labor and childbirth (Tinti, Schmidt, & Businaro,
2011). The same sentiments on positive emotions were noted by
the women in this study. Adjoa emphasized:
‘‘One nurse told me that they wanted to insert a [vaginal
pessary] which sometimes causes problems. But the doctor
decided to allow me to go through labor naturally. She [the
nurse] promised to be with me so I should not be [afraid]. I felt
good and really happy because I had someone to depend on.’’
Ama conﬁrmed
‘‘Those who gave me support were nurses and the doctors
especially this particular nurse X. She was with me always’’.
An interesting ﬁnding was that participants in this study were
aware that effective coaching and support provided by midwives
can lead to fewer Caesarean sections and other medicalized ways
of delivery such as forceps and vacuum deliveries (Indraccolo
et al., 2010). Akweley explained how the midwife helped her to
avoid a C-section.
‘‘After preparing me for theatre [nurse] urged me to hold and
she promised to take care of me with other midwives as they
did not want me to go to theatre. When she told me that the
baby’s head was coming, other midwives came and assisted
with the delivery and they were all happy that I delivered nor-
mally without going to theatre’’.
Esi reﬂected on the importance of taking charge during birthing
‘‘Why should the nurses tell me not to push the baby out since I
am the one in pain? I want to [deliver] be free from the pain. . . I
wanted to handle the situation, not the nurse’’.
Laboring and birthing mothers expect midwifes to be a care-
giver who is also a labor companion (Hofmeyr, Nikodem,
Wolman, Chalmers, & Kramer, 1991). A capable midwife and labor
companion permits the mother to hold the control of the birthing
process while she provides relevant information throughout all
stages of labor. The combination of labor pains that the birthing
mother experiences and the joy she experience after birth creates
a ‘‘bittersweet paradox that connect her with others and with
God’’ (Callister, Semenic, & Foster, 1999). Not only is childbirth in
Africa not a disease but it is also considered to be sacred event that
is exempliﬁed by silent miracles (Setiloane, 1988; Sleutel, 2003).
4.5. Labor and childbirth intensiﬁed spirituality
The classic and inﬂuential work of Callister (1995) on the
Cultural Meanings of Childbirth set a deﬁnite tone on how
childbirth is a sacred and euphoric journey from all walks of life.
This work does not only point out the cultural complexities andexpectations associated with childbirth but allude to the fact that
childbirth is an experience that cannot be described by quantita-
tive means only (Callister, 1995). Accordingly childbirth entails
the work of the divine spirit (Trice, 1990) likewise; the process is
full of uncertainty. Hence on completion of this journey women
experience this unexplained emotional and spiritual state of
euphoria which is coupled with signiﬁcant subjectivity (Burns,
2010; Callister, 1995). Women in this study have experienced the
same uncertainty and holiness. Participating women reﬂected
upon their uncertainty and how it intensiﬁed their spirituality
and surrender to God. Ekua said:
‘‘I did not know what was in store for me. I was afraid because I
did not know where God would take me. But I surrendered
myself to God and said wherever He would lead me. I was
looking up to him for help.’’
Anda added
‘‘Having lots of children is very difﬁcult. It is a miracle that one
comes out alive. Only God can save your life at that time (of
birth). It is hard many women die.’’
Adjoa conﬁrmed
‘‘It [labor process] reached a point that I could not do anything
about it, so I threw myself into the hands of God.’’
The experiences of birthing women in this study provided us
with a broader picture of the outside and inside of the 37th
Military hospital. Women shared their experiences of birthing in
a harmonious surrounding. The harmony which prevails in this
environment added value on calming the women throughout their
labor and delivery. Participating women reﬂected not only on the
peaceful environment, but also how personnel who work in the
labor and delivery room complemented the environment with
their outstanding skills and competencies in midwifery practices.
Women expounded on their experiential encounters with the mid-
wives; they indicated how afﬁrming information lead to a feeling
of empowerment. The sense of empowerment helped them to
accept labor and delivery as a physical and emotional journey.
The constant support from a competent labor companion was
emphasized. They realized how unpredictable birthing experiences
can be. Birthing was experienced as sacred and for this reason they
emphasized how spirituality helped with managing the birthing
process.5. Discussion
In Ghana births are attended by either trained midwives in the
hospital or traditional birth attendants (TBA) at home. In this study
the women articulated their birthing experiences in a military hos-
pital. Participants experienced the physical environment of the
37th Military Hospital as a competent site. Available literature on
women’s experiences of childbirth emphasized how birthing in a
calm environment without medical and technological manipula-
tion is a rewarding and fulﬁlling experience (Indraccolo et al.,
2010). The importance of the environment in the birthing experi-
ences is also cited by other midwife scholars (MacKinnon,
McIntyre, & Quance, 2005; Sleutel, 2003). Burns (Burns, 2010),
who is a doula, in her book Birth Mandala: The Power of Visioning
for Childbirth clearly articulated the concept of physical environ-
ment during labor and delivery. She personally pointed out how
the body does not need technology but tranquillity to do what it
is meant to do.
The birth attendance of skillful and knowledgeable personnel
who are able to provide essential afﬁrmation information from
the start of labor (Sleutel, 2003) contribute to the birthing
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experiences of women and outcome of maternal and mortality
rates; the barometer for health development in most countries.
In Ghanaian context a professional midwife is a person who suc-
cessfully trained and completed the training in a midwifery school
that is duly recognized by the state. He or she is registered and
licensed to practice in hospitals, maternity homes and health cen-
ters in both public and private sectors. The scope of practice of
midwives in Ghana as set out by the Ghana Registered Midwives
Association (GRMA) permits the midwives to give antenatal and
supervisory care and advice to pregnant women during labor and
postpartum, conduct normal deliveries and depending on the level
of their training they might conduct complicated deliveries like
vacuum extraction.
In labor and childbirth the midwife’s duty is to determine the
onset of labor promptly for a successful labor progression and
childbirth. In this initial phase the experiences of both woman
and midwife play an important role as crucial answers are needed
for some critical questions pertaining to childbirth (Burns, 2010).
In one of the chapters in the book Birth Mandala titled ‘‘I’ll See it
When I Believe It’’ , Burns (Burns, 2010), a well known doula, stated
that women at the onset of labor asked critical questions such as:
‘‘What do I need to release?, What strengths do I need to embrace?,
What do I need to shed to allow myself to be fully empowered?,
What do I need to allow myself to be fully empowered?, and What
does it mean to be empowered [during labor?]’’. Available knowl-
edge indicates that the above stated questions can be address if the
midwife keeps the woman informed of the events all through labor
and delivery (Affonso, 1997).
The work of Tinti et al. (2011) conﬁrmed that the provision of
constant information on progression of labor provided the women
with a sense of personal empowerment and gave them complete
control of the childbirth process which is a predictor of childbirth
satisfaction. This sense of empowerment set the spiritual ontol-
ogy in motion to pursue the unique and unpredictable journey
of labor.6. Implications for nursing practice
The women in our study clariﬁed that a serene environment is
the starting point for a stress-free delivery. In a serene environ-
ment the nurse midwife will have a deeper understanding of the
unique needs of every woman in labor as prescribed by the scope
of practice of midwifes. The hassle-free environment also adds
value to quality of midwifery practice despite the minimal
resources that prevail in low resourced countries like Ghana. Sec-
ondly, opportunities exist for nurse midwives to incorporate both
transcultural and spiritual nursing practices.7. Conclusion
Rubin’s theory (Sleutel, 2003) indicates the importance of
physical and psychological milieu in labor and delivery. Studies
attest that the physical and psychological milieus are essential
for the improvement of birth outcomes (MacKinnon et al., 2005;
Sleutel, 2003) and this was also emphasized by women in the
current study. The importance of physical environment in child-
birth experiences is essential as it incorporate tangible facets of
care like physical layout of ward, material resources and compe-
tent personnel who will provide psychological support through-
out labor and delivery. In our study the women openly shared
their birthing experiences in a military hospital. Analysis of the
data provided a number of themes which indicated that the birth-
ing women had positive birthing experiences at this hospital.Imperatively, knowledge and skills of the practising midwives
enhanced the whole labor experience of these mothers. The
competencies and attributes that the nurse-midwives possessed
in this hospital offered the women an element of ownership in
the birthing processes. Most signiﬁcant was that the women iden-
tiﬁed labor as both a physical and spiritual journey.Conﬂict of interest
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